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1. Collaboration Name: Developmental and Behavioral Health Pediatric Center

2. Name of Lead Entity: Saint Anthony Hospital

3. List All Collaboration Members:
(1) Saint Anthony Hospital, (2) Lawndale Christian Health Center, (3) Esperanza Health

Centers, (4) NAMI Chicago, (5) Family Focus, (6) Carole Robertson Center for Learning,
(7) Clinify Health, (8) Garfield Park Behavioral Hospital, (9) Health Care Council of
Chicago, (10) Benford Brown & Associates, (11) PIE Org, (12) Skills for Chicagoland's
Future

4. Proposed Coverage Area: \West and Southwest Sides of Chicago

5. Area of Focus: (1) Child Behavioral Health, (2) Maternal and Child Health

6. Total Budget Requested: $12,281,713.00
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Form O: Eligibility Screen

Does your collaboration include multiple, external entities?
Yes

Can any of these entities in your collaboration bill Medicaid?
Yes
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1.

1A.

Are there any primary or preventative care providers in your collaborative?
Yes

Please enter the names of entities that provide primary or preventative care in your

collaborative.

2A.

3A.

3B.

3C.

3D.

3E.

3F.

4A.

e Saint Anthony Hospital
e Lawndale Christian Health Center
e Esperanza Health Centers

Are there any specialty care providers in your collaborative?
Yes

Please enter the names of entities that provide specialty care in your collaborative.
e Saint Anthony Hospital
e Garfield Park Behavioral Hospital

Are there any hospital services providers in your collaborative?
Yes

Please enter the name of the first entity that provides hospital services in your collaborative.
Saint Anthony Hospital

Which MCO networks does this hospital participate in?
e YouthCare

e Blue Cross Blue Shield Community Health Plan

e CountyCare Health Plan (Cook County only)

e llliniCare Health

e Meridian Health Plan (Former Youth in Care Only)

e Molina Healthcare

Are there any other hospital providers in your collaborative?
Yes

Please give the name of your second hospital provider here.
Garfield Park Behavioral Hospital

Which MCO networks does this hospital participate in?
e YouthCare

e Blue Cross Blue Shield Community Health Plan

e CountyCare Health Plan (Cook County only)

e [lliniCare Health

e Meridian Health Plan (Former Youth in Care Only)

e Molina Healthcare

Are there any other hospital providers in your collaborative?
No

Are there mental health providers in your collaborative?
Yes

Please enter the name of the entities that provide mental health services in your

collaborative.

e Saint Anthony Hospital

e Garfield Park Behavioral Hospital
e lLawndale Christian Health Center
e Esperanza Health Centers

e NAMI Chicago
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5. Are there any substance use disorder services providers in your collaborative?
Yes

5A. Please enter the names of entities that provide substance abuse disorder services in your
collaborative.

e Saint Anthony Hospital

e Garfield Park Behavioral Hospital

e lLawndale Christian Health Center

e Esperanza Health Centers

6. Are there any social determinants of health services providers in your collaborative?
Yes

6A. Please enter the names of entities that provide social determinants of health services in your
collaborative.

e Saint Anthony Hospital

e Lawndale Christian Health Center

e Esperanza Health Centers

e NAMI Chicago

e Family Focus

e Carole Robertson Center for Learning

e Health Care Council of Chicago

e PIEOrg

e Skills for Chicagoland’s Future

7. Are there any safety net or critical access hospitals in your collaborative?
Yes

7A. Please list the names of the safety net and/or critical access hospitals in your collaborative.
e Saint Anthony Hospital

8. Are there any entities in your collaborative that are either certified by the lllinois Business
Enterprise Program (BEP) or not-for-profit entities that that are majorly controlled and
managed by minorities?

Yes

8A. Please list the names of the entities in your collaborative that are either certified by the
lllinois Business Enterprise Program (BEP) or not-for-profit entities that that are majorly controlled
and managed by minorities.
e  BEP Certified
o Clinify Health
o Benford Brown & Associates
e Not-for-Profit Entities Majorly Controlled and Managed by Minorities (as defined by
leadership and board member racial/ethnic minority representation of at least 50%)
o Esperanza Health Centers
o Lawndale Christian Health Center
o Saint Anthony Hospital
o PIEOrg
o Garfield Park Behavioral Hospital

9. Please list the Medicaid-eligible billers (firms that can bill Medicaid for services) in your
collaborative, and the Medicaid ID for each.
e Saint Anthony Hospital
o 510217097009
e Esperanza Health Centers
o California: 320115907002
o Little Village: 320115907003
o Marquette: 320115907004
o Brighton Park: 320115907005
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o Vida Pediatrics: 320115907006
e lLawndale Christian Health Center

o 363308953001
e Garfield Park Behavioral Hospital

o 2329835704003

10. Below are high-level descriptions of project types that appeared in the Transformation
funding statute. Check any that apply to your project; if none apply, please provide a brief
description of what kind of entities comprise your collaboration. (This question is
informational only and will not affect your eligibility).

e Safety Net Hospital Partnerships to Address Health Disparities

e Safety Net plus Larger Hospital Partnerships to Increase Specialty Care

e Hospital plus Other Provider Partnerships in Distressed Areas to Address Health Disparities
(led By Critical Area Hospitals, Safety Net Hospitals or other hospitals in distressed
communities)
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Form 2: Project Description

1. Provide an official name for your collaboration. NOTE: Please ensure that this name matches the
name given in the "Application Name" field in the Project Information form at the beginning of
the application.

Developmental and Behavioral Health Pediatric Center (DBHPC)
2. Provide a one to two sentence summary of your collaboration's overall goals.

The DBHPC Collaborative proposes an innovative structure for a Behavioral Health Home (BHH)
serving children, adolescents, and families on the west and southwest sides of Chicago. The purpose
is threefold: (1) To expand access to developmental health providers to conduct assessments and
provide services including occupational, speech, and physical therapy, (2) To expand access to
pediatric behavioral health providers to address the growing mental, emotional, and behavioral
health needs of children and adolescents, and (3) To address the social and structural determinants
of health through care coordination, case management, peer support services, home visiting, policy
and advocacy, localized hiring, workforce development, data sharing, and collaborative learning.

3. Detailed Project Description: Provide a narrative description of your overall project, explaining
what makes it transformational. Specify your service area, identify the healthcare challenges it
faces, and articulate your goals in addressing these challenges; explain your strategy and how it
addresses the causes of these challenges, and lay out the expected timeframe for the project.
Describe any capital improvements, new interventions, delivery redesign, etc. Your narrative
should explain the need for each significant item in your budget, clarifying how each connects to
the overall goals and operations of the collaboration.

The Developmental and Behavioral Health Pediatric Center (DBHPC) serving the west and southwest
sides of Chicago will improve critical access to pediatric behavioral and developmental health
providers through a Behavioral Health Home model. The DBHPC Collaborative (“Collaborative”) is
led by Saint Anthony Hospital, a community-based safety net hospital, and includes federally
qualified health centers (FQHCs), an inpatient pediatric behavioral health hospital, community-
based organizations, a Business Enterprise Program (BEP) population health tech company, a BEP
fiscal intermediary, and an evaluator specializing in assessment through a racial equity lens. Health
and social inequities rooted in systemic racism and chronic disinvestment have persisted and
worsened on the west and southwest sides of Chicago. Transformational change catalyzed by
robust, hyper-local, cross-sector collaboration is necessary to address these significant inequities
and disrupt the status quo. In alignment with IHFS’ goal to reorient our healthcare delivery system in
Illinois around people and communities, the DBHPC will provide community-centric, specialized
developmental and behavioral health services, linkage to primary healthcare, clinical and social
determinants of health (SDOH) care coordination, peer support services, home visiting, case
management, and implement community-led policy and advocacy campaigns.

Pediatric Behavioral and Developmental Health Inequities on the West and Southwest Sides

Inadequate pediatric behavioral and mental health services have significantly impacted children and
families on the west and southwest sides of Chicago for generations. As demonstrated in the Data
Support section of our proposal, the combined burden of inaccessible healthcare, a severe shortage
of providers, inadequate insurance coverage, and culturally unresponsive care results in adverse life
outcomes such as suicide, substance use, inability to live independently, justice involvement, school
dropout, economic hardship, and physical health problems (American Psychological Association,
2017). According to the CDC, COVID-19 exacerbated mental health issues among children with the
proportion of mental health-related emergency department visits among adolescents in 2020
increasing by 31% compared to 2019 (Leeb et al., 2020). Lack of access to behavioral and mental
health care disproportionately impacts children from underserved, under-resourced, communities
of color as demonstrated by our service area’s designation as a Mental Health Professional Shortage
Areas (HPSA).

Furthermore, unaddressed developmental health issues in early childhood, middle childhood, and
adolescence are also of critical concern for the Collaborative. As with other health conditions,
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communities of color experience vast inequities surrounding developmental and rehabilitative
conditions. According to a study published in the Journal of Autism and Developmental Disorders,
African American children are diagnosed with autism spectrum disorder (ASD) at least 1.5 years later
when compared to their white peers (Bishop-Fitzpatrick and King, 2017). Lack of access to screening
and diagnostics results in a compromised and limited window of opportunity for accessing early
intervention services proven to significantly improve outcomes and quality of life. The Collaborative
seeks to increase access to developmental health screenings, diagnostics, and services, particularly
during critical periods of development to decrease the striking inequities impacting Black and Latinx
children in our community.

Project Description and Goals

Recognizing the profound need to address inequities surrounding pediatric behavioral and
developmental health, the DBHPC Collaborative formed with the shared goal of providing family-
centered, culturally competent, and integrated developmental and behavioral health care to our
youngest community members. The Collaborative recognizes early childhood, middle childhood, and
adolescence as critical periods during which support and evidence-based interventions are crucial
to identifying, preventing, and treating developmental and behavioral health concerns. Too often,
Black and Latinx children residing in economically disinvested communities lack access to the same
level of services as children in more resourced communities, further perpetuating structural
inequities leading to adverse life outcomes.

Every collaborator identified in this proposal provides, to varying degrees, for the biopsychosocial
needs of our population, however, integration of services must occur for optimal treatment and
service delivery. A BHH is the model the Collaborative is using for the integration of behavioral and
physical health care.

The Collaborative will identify and rent space located on the southwest side of Chicago which will
provide a physical structure for the BHH. The goal will be the provision of a comprehensive
assessment team focusing on physical, developmental, and behavioral health (mental health and
substance use), and the SDOH serving as barriers to securing quality care. Appropriate services,
treatment-based referrals, and the provision of care coordination, case management, peer support,
and educational support will also be provided. A focus on workforce development and localized
hiring will also be critical components of this proposal. Finally, the project will be supported through
a combined database, financial integration, and services provided by an external evaluator.

The Collaborative is comprised of partner organizations primarily serving the west and southwest
sides of Chicago. The Collaborative is robust, addressing both healthcare needs and SDOH and
extending across sectors, with representation from the healthcare, family support, childcare, policy,
advocacy, workforce development, health-tech, finance, and evaluation sectors. The Collaborative is
comprised of the following partner organizations:

Biopsychosocial Partners:

e Saint Anthony Hospital (SAH): An independent, community safety net hospital dedicated to
serving the needs of more than 600,000 residents living primarily in Chicago's west and
southwest sides. SAH has been a State of lllinois designated Children’s Hospital since
2018. Pediatric care offered at SAH includes inpatient and outpatient services, an EDAP
(Emergency Department Approved for Pediatrics), inpatient and specialty care, neonatology,
and pediatric specialists. SAH has also partnered with the University of Chicago Comer’s
Children Hospital to bring pediatric specialists closer to the community. Additionally, SAH
offers outpatient clinic locations providing primary care to children, adolescents, and
families.

e Lawndale Christian Health Center (LCHC): A FQHC modeled as a Patient Centered Medical
Home (PCMH) providing a wide range of comprehensive primary care, dental, optometry,
and support services for pediatric patients and their families, including well-child visits,
immunizations, school and sports physicals, sick visits, and immediate care. Additionally,
licensed psychologists and pre-and post-doctoral students offer behavioral health
consultations and services including individual and group therapy. LCHC also specializes in
substance us treatment.




N
L

7]

SAINTANTHONY

HOSPITAL

e Esperanza Health Centers: A FQHC modeled as a Patient Centered Medical Home providing
services in both English and Spanish, including sick and well-child visits, school physicals,
immunizations, obesity and asthma counseling, and after-hours pediatric services.
Consultation for behavioral health needs is provided in areas including anxiety, depression,
life challenges, trauma, and family issues. Psychiatry and substance use services are also
available.

Biopsychosocial Partners:

Garfield Park Behavioral Hospital (GPBH): A free-standing psychiatric hospital focusing
exclusively on inpatient and outpatient treatment of children and adolescents. GPBH provides
inpatient treatment for children 3-11 with behavioral or emotional issues requiring 24-hour
care. A partial hospitalization program is designed for school-age children who may benefit from
therapeutic services but who do not require 24-hour monitoring. The adolescent inpatient
treatment program is forindividuals ages 12-17, with specialized programs for LGBTQ
adolescents, youths who are at risk for sex trafficking or who have been previously involved, and
a program for youths exhibiting sexualized symptoms. A partial-hospital program is also
available for adolescents.

NAMI Chicago: A community-based, mental health advocacy organization dedicated to breaking
down barriers to mental health care through the delivery of peer-led supportive services,
training and education, advocacy, and outreach. NAMI Chicago is the local affiliate of the
National Alliance on Mental Iliness.

Biopsychosocial Partners:

Carole Robertson Center for Learning: A community-based organization providing an array of
child-focused programming, including education and school readiness, youth and leadership
development, advocacy research and publication, and childcare networking.

Family Focus: A community-based organization with a site in the Lawndale community providing
early childhood development, youth development, and family support services through
developmental screenings, parenting education workshops, evidence-based early childhood
education, prenatal education and birthing support, family goal setting, pre-literacy learning
activities, and father engagement.

Skills for Chicagoland’s Future: A public-private partnership working to match businesses that
have current, unmet hiring needs with qualified, unemployed, and underemployed job seekers.

Integrative Partners:

Clinify Health: A BEP, minority-owned health tech and value-based care enablement company
focused exclusively on supporting providers caring for underserved communities to drive
improved financial stability, remove barriers to healthcare access, and improve health outcomes
of their communities by addressing culturally meaningful clinical, social, and behavioral
components of population health. Specific to this proposal, Clinify will provide a method of
unified system integration that cultivates, combines, and manages EHR, financial, and social
datasets to support tailored value-based care delivery.

Benford Brown & Associates: A BEP, minority-led, and woman-owned full-service CPA firm
providing auditing, accounting, tax, and small business consulting services.

Planning, Implementation, & Evaluation (PIE) Org: A community-based organization specializing
in external evaluation, strategic planning, and evaluation coaching with expertise in leading
large groups of diverse stakeholders.

Health Care Council of Chicago (HC3): Co-convened by Third Horizon Strategies and MATTER,
HC3 is an action-oriented collaborative that brings leaders from across the health care
ecosystem together to solve our city’s most important health-related issues.

A Shared Model of Care

Serving communities on the west and southwest sides of Chicago (See Attachment A: Zip Codes and
Community Areas to be Served), the DBHPC will utilize an interdisciplinary, shared model of care to
address inequities surrounding pediatric behavioral developmental health and SDOH. The Collaborative
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will focus on the Child Behavioral Health and Maternal and Child Health Quality Pillars through the
improved integration of physical and behavioral health, improved transitions of care from inpatient to
community-based services and expanded access to prevention-based services to reduce avoidable
psychiatric hospitalizations and emergency department visits.

The proposed staffing model is comprised of three teams: Behavioral Health, Developmental Health,
and Supportive Services. The teams will be co-located in the physical space of the DBHPC to foster
integrated care, shared care planning, and warm hand-offs. Please see Attachment B: Proposed Staffing
Model and Attachment C: Projected Patient Visits for more information on the center’s projected
patient volume.

Behavioral Health Team

The Behavioral Health (BH) Team will include Pediatric Psychiatrists, Pediatric Psychiatric Nurse
Practitioners, Medical Assistants, LCSW/LPC Therapists, LCSW/LPC Interns, Behavioral Health Clinicians,
and a MSW Care Manager for a total of 16.4 FTE staff. The BH Team will operate on a split schedule,
ensuring equitable access to services with clinic hours outside of the traditional workday. In
collaboration with the Developmental Health and Supportive Services Teams, the BH Team will carry out
a variety of pediatric outpatient evidence-based evaluations, treatments, and interventions:

Psychiatric diagnostic evaluations
Medication management

Individual, family, and group psychotherapy
Social-emotional learning groups

Psychiatry e-consults to FQHCs

The BH Team will collaborate closely with Garfield Park Behavioral Hospital to transition youth receiving
inpatient care to outpatient support at the DBHPC. A LGBTQ+ Care Manager will work specifically with
the LGBTQ+ population receiving care through Garfield Park’s Polaris Program to provide affirming
transition of care support and care management.

Developmental Health Team

The Developmental Health (DH) Team will include Clinical Child Psychologists, Occupational Therapists,
a Speech Therapist, a Physical Therapist, a Medical Assistant, Home Visitors, a Home Visiting Project
Manager, a Service Coordinator, and a Program Assistant for a total of 11.85 FTE staff. Due to the
shortage of providers trained in conducting psychological assessments, the Clinical Child Psychologist
will primarily conduct assessments and link children with school-based services or services at the
DBHPC. The DH Team will collaborate with the School Services Care Coordinator to ensure children with
developmental concerns are linked to assessment services at the DBHPC.

Additionally, the DBHPC will provide home visiting services for children ages 0-5through Family
Focus using the Parents as Teachers (PAT) curriculum. The PAT curriculum includes: (1) Promoting
positive parenting behaviors and child development through parent-child activities, (2) Providing
development-centered parenting focusing on the link between child development and parenting on key
developmental topics (e.g., attachment, discipline, health, nutrition, safety, sleep, transitions/routines,
healthy births), (3) Working collaboratively with families to identify, set, and achieve goals that lead to
positive outcomes, and (4) Focusing on family strengths, capabilities, skills, and the building of
protective factors. Home Visitors will also monitor development by assessing cognitive, language, social-
emotional, and motor skills progress and screening for delays or concerns in vision, hearing, and
health. Furthermore, home visitors will conduct adult screenings to identify parental depression,
substance abuse, and intimate partner violence, all of which impact a child’s development. Socialization
Groups following the Group Collections curriculum will also be offered twice a month for parents to
attend with their child to obtain information and receive support from their peers. Group Connections
formats include family activities, presentations, community events, parent cafes, and ongoing groups.

DH Team services will include:

e Developmental screenings
e Home visiting (Parents as Teachers)



‘I‘SAINTANTHONY

‘ HOSPITAL

Parent socialization groups (Group Connections)

Developmental test administration

Emotional/Behavioral assessments

Psychological testing evaluations

e PT, OT, and Speech evaluations

o Therapeutic exercise and activities

e Treatment of speech, language, voice, communication and/or auditory processing disorder

Supportive Services Team

The Supportive Services Team will collaborate closely with both the BH and DH Teams to provide care
coordination, case management, peer support services, and implement policy and advocacy campaigns.
According to the Agency for Healthcare Research and Quality, care coordination is a recognized best
practice, patient-centered approach to support the continuum of care and is an essential intervention
for our community area. A team of 7 FTE Care Coordinators and Peer Support staff will work in
conjunction with clinicians to screen patients and their families for SDOH, provide personalized closed-
loop referrals through NowPow, a web-based referral tool,and conduct outreach to schools,
community-based organizations, primary and specialty care providers, to link patients to additional care.

Care Coordinators will collaborate with Garfield Park Behavioral Hospitaland SAH’s Emergency
Department (ED) to identify pediatric patients who have been hospitalized for mentalillness to
conduct timely follow-up and linkage to outpatient care. ALGBTQ+ Care Manager will provide
affirming and comprehensive support to LGBTQ+ youth who have been hospitalized for mental illness
and for youth seeking outpatient support. Additionally, a Clinical Manager will link individualsin
crisis calling NAMI Chicago’s Mental Health Helpline to services at the DBHPC, and a Clinical Support
Manager will help individuals with intensive case management needs.

The Supportive Services Team will leverage a Peer Support Model. According to Mental Health America,
peer support programs are an evidence-based practice, enhancing hope and social networking through
role modeling and activation (2021). The lived experience of peer support workers provides invaluable
knowledge, empowerment, and system navigation as children and families cope with mental health. A
Peer and Family Support Manager will engage family units and children in their recovery efforts
by providing education, serving as a family advocate, and coordinating support groups and family
education workshops.

The Collaborative will also leverage Clinify, an integrated population health data sharing platform, to
support the sharing of real-time data across partner organizations. Clinify will integrate with the EHRs of
healthcare partners, and non-healthcare partners will have access to the platform as well. The
integrated platform will enable optimized clinical decision support, helping all members of the patients’
clinical, social, and behavioral care team operate in a coordinated matter. Additionally, the platform will
support the screening, identification, and management of behavioral/mental health needs and
preventive clinical services. Patients who require a behavioral-based screening or patients with an
existing medical condition requiring ongoing care will be flagged to ensure all needs are addressed.
Through the platform’s Specialty Care Hub, providers will also be able to provide referrals and return
information to a patient’s primary care provider in order to close the communication loop.

Finally, the Collaborative will address the structural determinants of health by conducting policy and
advocacy campaigns led by NAMI. The Collaborative will engage with providers and community
members to organize and execute a grass-roots legislative advocacy campaign to promote the
Collaborative’s service model which requires state funding for sustainability, scalability, and health
equity. Additionally, the Health Care Council of Chicago (HC3) will harness the power of its diverse
membership to strategically disseminate information, best practices, and conduct technology transfer to
expand impact across Chicago’s healthcare sectors through reports, virtual and in-person learning
opportunities, and member networks. HC3 will also convene a learning collaborative to advance
structural change among project participants and beyond.

The Collaborative will be evaluated by PIE, a Chicago-based provider of evaluation, strategic planning,
and capacity building services. With experience leading large groups of diverse stakeholders, particularly
in the North Lawndale community, PIE will engage with key stakeholders and community members
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through a listening tour, quarterly meetings, a data audit, and community engagement sessions to
evaluate the DBHPC through a racial equity lens.

For more details about the DBHPC’'s model of care, please see Attachment D: Logic Model and
Attachment E: Description of Partner Roles.

Project Budget and Timeframe

The Collaborative respectfully requests $12,281,713 in HTC funding over five years to support our
integrated Behavioral Health Home model. The overall five-year cost of the project is $28,469,218, with
$15,787,504 projected in revenue for new billable services and a $400,000 philanthropic contribution
from the SAH Foundation. Additional budget details are presented in the budget template.

Months 1-9 of the project will consist of planning and development, clinic procurement and set-up, staff
recruitment and hiring, and workforce development and training. The Collaborative will begin providing
services during Month 10 of Year1 and will continue providing integrated services throughout the
duration of the project. Please see the Milestones section for additional details on project timeframe
and a Gantt Chart detailing monthly activities for Year 1.
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Attachment A: Zip Codes and Community Areas to be Served
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Attachment A: Zip Codes and Community Areas to be Served
Zip Code Community Area(s)

60402 Berwyn (suburbs)

60608 Lower West Side, Bridgeport, McKinley Park, Near West Side, South Lawndale, North
Lawndale

60609 Fuller Park, New City, McKinley Park, Bridgeport, Grand Boulevard, Armour Square, Gage
Park, Washington Park, Douglas, Brighton Park

60612 East Garfield Park, Near West Side, Humboldt Park, West Town, North Lawndale

60623 North Lawndale, South Lawndale

60624 Archer Heights, Brighton Park, Gage Park, West Elsdon, South Lawndale, Garfield Ridge

60629 Chicago Lawn, West Lawn, West Elsdon, Gage Park, Clearing, Ashburn, Garfield Ridge

60632 Archer Heights, Brighton Park, Gage Park, West Elsdon, South Lawndale, Garfield Ridge

60638 Clearing, Garfield Ridge

60644 Austin

60651 Humboldt Park, Austin

60652 Ashburn, West Lawn

60804 Cicero (suburbs)
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Attachment B: Proposed Staffing Model
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Attachment C: Projected Patient Visits over 12 Months
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Attachment C: Projected Patient Visits over 12 Months*
Service Patient Justification
Visits
Pediatric Psychiatry |17,640 75 visits/week per 1 FTE (75 x 4.9 FTE x 48 weeks = 17,640)
e  MD Pediatric Psychiatrist: 1 FTE
e Pediatric Psychiatric Nurse Practitioners: 3.5 FTE
e Child and Adolescent Psychiatrist: 0.4 FTE

Mental Health 7,680 30 visits/week per 1 FTE (30 x 4 FTE x 48 weeks = 5,760)
Therapy e LCSW/LCPC Therapist: 4 FTE

20 visits/week per 1 FTE LCSW Intern (20 x 2 FTE x 48 weeks =

1,920)

e LCSW/LCPC Student Intern: 1 FTE
Clinical Child 1,080 15 visits/week per 1 FTE (15 x 1.5 FTE x 48 weeks = 1,080)
Psychology e Clinical Child Psychologist: 1 FTE

e LCHC Psychologist: 0.5 FTE
Occupational 2,880 30 visits/week per 1 FTE (30 x 2 FTE x 48 weeks = 2,880)
Therapy e Occupational Therapist: 2 FTE
Speech Therapy 1,440 30 visits/week per 1 FTE (30 x 1 FTE x 48 weeks = 1,440)

e Speech Therapist: 1 FTE
Physical Therapy 1,440 30 visits/week per 1 FTE (30 x 1 FTE x 48 weeks = 1,440)

e Physical Therapist: 1 FTE

TOTAL 32,160
*Visit counts do not include Care Coordination clients. Visit counts are based on the DBHPC being fully
staffed.
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Attachment D: Logic Model







